VS 2. Carotid Endarterectomy by the Eversion Technique With and Without Shunt  by Darling, R. Clement et al.
JOURNAL OF VASCULAR SURGERY
Volume 51, Number 11S Abstracts 9SResults: Between January 2005 and December 2009 62
CEA were performed from 2 to 280 hours from onset of
symptoms (mean 34.2  50.2). No neurological mortality
nor stroke recurrencewas detected.NIHSS score decreased in
all but 4 patients with no new ischemic lesions detected.Mean
NIHSS score was 7.05 3.41 on admission and 3.11 3.62
at discharge in the whole group (p  0.01). Among factors
affectingNIHSS decreaseNIHSS score on admission showed
the strongest association with the highest decrease in the8
NIHSS score group (NIHSS 4-7 mean 4.95  1.03 preop-
eratively vs 1.31  1.7 postoperatively, NIHSS8 10.32 
1.94 vs 4.03 3.67; p 0.001).
Conclusions: The presence of a major stroke, or a high
NIHSS score, does not contraindicate early surgery. To date,
guidelines recommend treatment of symptomatic carotid ste-
nosis within 2 weeks from onset of symptoms in order to
minimize the recurrence of stroke. Our results suggest that
minimizing the time for intervention not only reduces the risk
of recurrence, but it can improve neurological outcome.
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VS 2.
Video Presentation
Carotid Endarterectomy by the Eversion Technique
With and Without Shunt
R Clement Darling, Sean P. Roddy, Philip Paty, Benjamin
B. Chang, Paul B. Kreienberg, Manish Mehta, Kathleen J.
Ozsvath, Yaron Sternbach, John B. Taggert, Dhiraj M.
Shah. Vascular Surgery, Albany Medical Center / Albany
Medical College, Albany, NY
Background: The primary advantage of eversion end-
arterectomy of the carotid artery is that the closure of the
arteriotomy does not require the use of a patch and the
internal carotid artery reanastomosis onto the common
carotid artery can be performed more quickly and simply.
With the anastomosis on the larger part of the two major
vessels, there is no longitudinal endpoint closure on the
distal and obviously smallest part of the ICA and less artery
needs to be exposed proximally and distally to perform the
surgery. These seemingly small advantages may allow
shorter carotid artery cross-clamp time and thus, shorter
total operative time. It is an excellent technique for patients
with a redundant ICA. One perceived drawback of this
technique is the use of a shunt. In this video we demon-
strate the eversion technique with and without the use of a
shunt. We have performed over 10, 000 eversion endarter-
ectomies at our institution since 1993 resulting in stroke
mortality of 1.6%. Interestingly, there was no difference in
gender as far as stroke mortality or restenosis. The eversion
technique is durable and a useful technique in repair of
carotid bifurcation disease.Technical Description: This video shows the step-by-
step technique of performing eversion carotid endarterec-
tomy with and without shunt
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Duplex-Guided Dialysis Access Angioplasty Can Be
Performed Safely in the Office Setting: Techniques,
Advantages and Results
David Fox1, Fernando Amador2, Darragh Clarke3, Mike
Velez3, Joshua Cruz2, Michelle Ryan4, Liya Gelman3,
Meghan Halbig4. 1Lenox Hill Hospital, New York, NY;
2MontefioreMedical Center, New York, NY; 3Norstar Imag-
ing, New York, NY; 4David Fox, MD, PC, New York, NY
Objectives: To determine the utility of duplex guided
angioplasty for hemodialysis access maturation and mainte-
nance.
Methods: Between January 2008 and June 2009, 223
office-based duplex-guided hemodialysis access angioplasty
procedures were performed in 125 patients by one vascular
surgeon. 208 of the treated accesses were fistulae. Maturation
angioplasty was performed in 115 cases. Maintenance angio-
plasty was performed in 108 cases. The most common indi-
cation for intervention was maturation failure which had oc-
curred in 104 cases. Other indications included pulsatility in
29, low access flow in 28, decreased flow in 23 and infiltration
in 13. Procedures were performed in the office using a com-
bination of topical and local anesthesia. Volume flow was
recorded prior to introducer insertion (baseline) and post
intervention. Stents were placed in 5 cases.
Results: Technical success was achieved in 251 cases
(98.2%). Complications occurred in 21 cases (9.4%) which
included introducer site hematomas (2), introducer site
pseudoaneurysms (4), thrombus development (8), angio-
plasty site rupture (3) and angioplasty site pseudoaneurysms
(2). For all interventions combined, the average baseline vol-
ume flow was 447 mL/min. The average final volume flow
was 820 mL/min. The volume flow increased by an average
of 83.6 % post intervention. Immature fistulas had an average
baseline volume flow of 271 mL/min. Average final volume
flow for these fistulae was 522 mL/min. The volume flow
increased by an average of 93% after maturation angioplasty.
Dysfunctional fistulae and grafts had an average baseline vol-
ume flow of 616 mL/min. Average final volume flow was 1,
143 mL/min. The volume flow increased by 85.4% after
maintenance angioplasty.
Conclusions: Duplex guided dialysis access angioplasty
can be performed safely and effectively in the office setting. It
offers the advantage of treating the patient without radiation
